Randomised controlled trials (RCTs) of psychotherapeutic interventions assume that specific techniques are used in treatments, which are responsible for changes in the client's symptoms. This assumption also holds true for meta-analyses, where evidence for specific interventions and techniques is compiled. However, it has also been argued that different treatments share important techniques and that an upcoming consensus about useful treatment strategies is leading to a greater integration of treatments. This makes assumptions about the effectiveness of specific interventions ingredients questionable if the shared (common) techniques are more often used in interventions than are the unique techniques. This study investigated the unique or shared techniques in RCTs of cognitive-behavioural therapy (CBT) and short-term psychodynamic psychotherapy (STPP). Psychotherapeutic techniques were coded from 42 masked treatment descriptions of RCTs in the field of depression . CBT techniques were often used in studies identified as either CBT or STPP. However, STPP techniques were only used in STPP-identified studies. Empirical clustering of treatment descriptions did not confirm the original distinction of CBT versus STPP, but instead showed substantial heterogeneity within both approaches. Extraction of psychotherapeutic techniques from the treatment descriptions is feasible and could be used as a content-based approach to classify treatments in systematic reviews and meta-analyses.
Introduction
Cognitive-behavioural therapy (CBT) and short-term psychodynamic psychotherapy (STPP) are commonly regarded as two distinct psychotherapeutic treatments that differ in multiple aspects: mechanism of change, theoretical models, treatment rationales, and education modalities (Watzke, 2002; Watzke, Koch, & Schulz, 2006) , as well as in their therapeutic techniques and strategies (Blagys & Hilsenroth, 2000; Jones & Pulos, 1993; Leichsenring, Hiller, Weissberg, & Leibing, 2006; Watzke et al., 2006) . However, some authors argue that in the last years a consensus regarding the most useful treatment strategies for psychotherapeutic interventions was achieved (Beitman, Goldfried, & Norcross, 1989; Goldfried, 2009) . Therefore, the integration of strategies and techniques from one type of psychotherapy to another is already happening (Goldfried, 2009) . Examples include the integration of exposure in STPP for social phobia (Leichsenring et al., 2006) , the emphasis of childhood experiences in CBT (Young, 1994) , or the integration of STPP and Interpersonal Therapy into CBT in the Cognitive Behavioural Analysis System of Psychotherapy (Keller et al., 2000) . Blagys and Hilsenroth (2002) examined psychotherapy process studies and identified six unique techniques of CBT. This review focused on therapist activities and interventions that differentiated CBT from STPP in at least two different studies and at least two different research sites. The six exclusive CBT techniques are as follows, with the level of empirical support given in parentheses: (1) homework assignments (strong support); (2) direction of the session's activities (strong support); (3) teaching skills to patients (strong support); (4) emphasis on future experiences (strong support); (5) providing patients with information about their treatment, diagnoses or symptoms (moderate support); and (6) a cognitive/intrapersonal focus (moderate support).
In an earlier study with the same approach, seven techniques that are exclusively used in STPP were identified (Blagys & Hilsenroth, 2000) . The techniques are as follows: (1) focus on affect and the expression of the patient's emotions (strong support); (2) explore the patient's attempts to avoid topics or engage in activities that hinder the progress of therapy (strong support); (3) identify patterns in the patient's actions, thoughts, feelings, experiences and relationships (strong support); (4) place an emphasis on past experiences (strong support); (5) focus on the patient's interpersonal experiences (strong support); (6) place an emphasis on the therapeutic relationship (moderate support); and (7) explore the patient's wishes, dreams or fantasies (moderate support).
Other studies focused on the shared features of CBT and STPP. In terms of psychotherapy outcome research, Garfield (1996) summarised the common aspects, such as a good therapeutic relationship, the creation of hope, an improvement of coping skills and a provision of an explanation for the client's problems. According to Castonguay, Goldfried, Wiser, Raue, and Hayes (1996) , a therapeutic alliance and the process of client experiencing emotions are common in many psychotherapeutic approaches. Other authors, such as Grencavage and Norcross (1990) , came to similar conclusions about commonly used techniques: the development of a therapeutic alliance, opportunities for catharsis, the acquisition and practice of new behaviours, and the client's positive expectancies.
Furthermore, there is also a debate regarding the homogeneity of the strategies and techniques within the CBT and STPP treatment approaches (Leichsenring et al., 2006; Linden & Hautzinger, 2008; Watzke, 2002; Watzke et al., 2006) . Leichsenring et al. (2006) assumed the existence of a supportive-expressive continuum of psychodynamic interventions, with a broad variety of techniques. Several different treatments are summarised as STPP, such as short psychodynamic supportive psychotherapy (according to De Jonghe, Kool, Van Aalst, and insight-oriented psychotherapy (O'Leary & Cradock O'Leary, 2011) . In addition, it is well known that many different treatments are united under the label 'CBT' (Linden & Hautzinger, 2008; Watzke, 2002) , such as interpersonal therapy, self-system therapy, and acceptance and commitment therapy (APA, 2006) . This study investigates the homogeneity and heterogeneity of therapeutic techniques within and between CBT and STPP in randomised trials (RCTs). RCTs are considered to implement clearly defined homogenous treatments, as compared to treatments in clinical practice, where substantial heterogeneity has been observed in therapists trained within the same treatment approach (Watzke, Rueddel, Koch, Rudolph, & Schulz, 2008) . However, no studies on the unique and shared techniques of treatments in RCTs have been conducted.
In conclusion, there is an on-going debate about the unique and shared techniques in specific treatments. But, this debate is often driven by expert opinions and clinical observations. This study aims to empirically investigate whether or not treatment approaches that are labelled as CBT or STPP in randomised studies use the same psychotherapeutic techniques to treat depression, or if some of the psychotherapeutic techniques are used exclusively in one of the mentioned treatment approaches. In addition, we investigated whether or not the psychotherapeutic techniques can build up clusters of interventions, which correspond to the original labels of CBT and STPP. Finally, the change of psychotherapeutic techniques used in both treatment approaches over time is studied, and we investigated whether or not there is a consensus between the different treatment approaches coming up.
Method

Data source
Relevant studies were selected from a comprehensive database that included 281 randomised controlled trials of psychotherapy in the treatment of adult depression. In 2010, Cuijpers Cuijpers, , 2011 set up this database. In our review, we included studies that were (a) published between 1979 and 2010, (b) contained either a CBT or STPP treatment delivered in an individual face-to-face setting, (c) were published in either English or German, and (d) contained a treatment description.
Study selection procedure
Of the 281 studies, 68 met the inclusion criteria. Of these, 14 studies contained an STPP treatment and 59 studies contained a CBT treatment (5 studies contained both CBT and STPP within 1 study). In order to compare studies that are similar in terms of their characteristics of the treatment description independent of the content, we matched two CBT treatments (n = 28) to each available STPP treatment (n = 14), according to the following pre-specified characteristics. The following matching criteria were used, listed in order of importance: (a) same study (treatments from the same study were matched; n = 5); (b) target group (e.g. adult depression, women with postpartum depression, elderly, other); (c) number of words in the treatment descriptions; and (d) publication year. The flow chart of study inclusion is presented in Appendix 1.
Development of rating manual
The first goal of this study was to develop a rating manual that represents the psychotherapeutic techniques used in CBT and STPP treatment approaches. The selection of techniques for the manual took place in three steps. The first step was clarification of the conceptual background of the two treatment approaches. For this purpose, established psychotherapeutic techniques used in CBT and STPP were extracted from the literature (Blagys & Hilsenroth, 2000 , 2002 Driessen et al., 2010; Kächele & Thomä, 2006; Kohut, Goldberg, & Stepansky, 1984; Leichsenring et al., 2006; Michie, Johnston, Francis, Hardeman, & Eccles, 2008; Pfammatter, Barth, Gerger, Munder, & Tschacher, 2010; Pfammatter & Tschacher, 2012; Trijsburg et al., 2002; Watzke et al., 2006) .
A first draft of the rating manual was created in late 2010. This rating manual contained a section of cognitive-behavioural techniques, psychodynamic techniques, and general psychotherapeutic techniques. General psychotherapeutic techniques included those that were likely to be present in both approaches, but were not specific for either approach (e.g. empathy). For each technique, the manual contained a label (e.g. relaxation), a definition (e.g. techniques to reduce physiological arousal), and synonyms (e.g. autogenic training).
The second step involved the rating manual being externally validated by experts with theoretical knowledge and practical experience in CBT and/or STPP. These external experts were: Birgit Watzke (University of Hamburg-Eppendorf, Germany), Manfred E. Beutel (University of Mainz, Germany), and Tony Roth (University College of London, UK). The experts were asked to comment on the labels, definitions, and synonyms in the manual. The experts' suggestions, ideas, and corrections were used to revise the manual in early 2011.
Third, the manual was piloted and minor changes to the item definitions were made. The final manual was finished in March 2011 and contained 29 psychotherapeutic techniques (cognitivebehavioural techniques = 12; psychodynamic techniques = 9; and general psychotherapeutic techniques = 8). The final rating manual is included in Appendix 2.
Rating procedure
Masked treatment descriptions from all studies were extracted from the research reports. Information about the study (e.g. author, publication year, and journal title) and the treatment approach were removed. The treatment descriptions were presented to the raters in a random order. The techniques were coded using the computerised data entry system, Epidata (Lauritsen, 2008) . For each treatment description, all of the techniques were rated as being present (i.e. techniques have explicitly been used), not present (i.e. techniques have explicitly not been used), or unclear (i.e. no information regarding the presence or the absence of techniques was available). Two persons -a master's student in clinical psychology (N. M.) and a Ph.D.-level psychologist (J. B.) -independently rated all of the treatment descriptions after receiving extensive training. Disagreements were resolved by discussing the issues and coming to a consensus. The two raters and a neutral third party (a Ph.D. student [T. M.]) were involved in the discussions.
Inter-rater reliability was determined separately for each technique, using Cohen's κ (Fleiss, 1975) . The κ can be interpreted by using cut-offs, as described by Cicchetti (1994) : the rater agreement is low if κ < .40, fair if κ is between ≥.40 and <.60, good if κ is between ≥.60 and <.75, and excellent if κ ≥ .75. Overall, the median κ per group of psychotherapeutic techniques was excellent (κ = .81; cognitive-behavioural techniques: κ = .91, psychodynamic techniques: κ = .84, general psychotherapeutic techniques: κ = .79), with agreement for the individual techniques ranging from κ = .37 to κ = 1. Rater agreement was in the low range for one technique (self-instruction: κ = .37) and in the moderate range for three techniques (role-play: κ = .48, problem-solving technique: κ = .48, empathy: κ = .50). All of the other techniques achieved good and excellent inter-rater reliability (see Appendix 3).
Statistical analysis
The differences in psychotherapeutic techniques used with CBT and STPP treatments were analysed to determine techniques that occurred with a frequency of at least 10% in either CBT or STPP treatments using χ 2 -tests and for cells with less than five counts Fishers exact test. A p-value of ≤.05 was defined as a cut-off for exclusively used techniques. A p-value of ≥.30 was defined as a cut-off for techniques shared by both approaches. The somewhat arbitrary cut-off for shared techniques was chosen based on the rationale that p-values between .05 and .30 do not allow for a clear interpretation of whether techniques are unique or shared. The same procedure was used to investigate changes within the approaches over time. Studies published in 1995 or earlier were contrasted with studies published after 1996. A hierarchical cluster analysis was used to derive homogenous groups of treatments that were similar with regards to the techniques used (Borgen & Barnett, 1987) .
The results of the cluster analysis were validated using a linear discriminant analysis (Bortz, 1999) . In the linear discriminant analysis, the classification of the studies was set as valid and the appropriateness was checked by a reclassification according to the techniques. If the total number of categories matched the original classification, and if the variables could be distinguished between the clusters, the initial findings of the cluster analysis were confirmed.
In addition to this strategy, a hierarchical cluster analysis from three random samples taken from the original study sample was employed (80% of all studies). The classification of the reduced set of studies was compared to the original classification with all of the studies in order to test the accuracy of the classification. Cohen's κ, as a reliability coefficient (Fleiss, 1975) , was computed from the originally defined cluster and the clusters from the three random samples. Two general psychotherapeutic techniques (inclusion of significant others and self-disclosure) were never rated by either of the two raters and thus were excluded from these analyses. Few techniques were coded as being not present. Consequently, the categories not present and unclear were collapsed. All analyses were carried out using SPSS 19 (Norusis, 2010) .
Results
Study characteristics
We included 28 CBT studies and 14 STPP studies in our analysis. The included studies were published between 1979 and 2010 (M = 1996.93, SD = 10.91). The number of words in the treatment descriptions ranged from 17 to 618 (M = 157.88, SD = 146.45), and the number of described psychotherapeutic techniques in these treatment descriptions ranged from 1 to 13 (M = 5.52, SD = 3.39). The treatment length ranged from 6 to 30 sessions (M = 14.24, SD = 5.05). Descriptive information for the included studies is presented in Table 1 , and in an earlier comprehensive review of all of the available studies on depression .
Comparison of descriptions of CBT versus STPP treatment approaches
In order to verify the matching procedure, the descriptive information was compared and demonstrated satisfying results (see Table 2 ). Similarities were found in publication year (CBT: 
Shared techniques in CBT and STPP
The psychotherapeutic techniques shared by CBT and STPP are presented in Table 3 . In addition to 'focus on strengths' ( p = .590) as a general psychotherapeutic technique, only techniques from the CBT section were shared by both treatment approaches. These included: structuring of treatment/session ( p = .656), homework assignments ( p = .485), education about the disorder ( p = .485), reinforcement ( p = 1.000), and setting treatment goals ( p = 1.000).
Exclusively used techniques in CBT and STPP
The psychotherapeutic techniques exclusively used in either CBT or STPP treatments are shown in Table 4 . STPP utilises a large number of exclusive psychodynamic techniques. These Notes: n = number, CBT = cognitive-behavioural treatment approach, STPP = short-term psychodynamic treatment approach, PPD = post-partum depression, the target group 'others' summarise specific populations like comorbid depression and drug abuse or caregivers.
techniques included: emphasis on past experiences ( p < .001), focus on the therapeutic relationship ( p < .001), interpretation ( p < .001), working with unpleasant emotions ( p < .001), transference ( p < .001), working with unconscious conflicts ( p < .002), therapeutic abstinence ( p = .032), and resistance-analysis ( p = .032).
The most frequently used cognitive-behavioural techniques in CBT treatments included: working with dysfunctional cognitions ( p < .001), monitoring ( p = .015), and activation ( p = .031). Skills training ( p = .007), as a general psychotherapeutic technique, was uniquely used in CBT treatments (39.2%). Advice/support ( p = .059) and emotional activation ( p < .002) were more often used in STPP than in CBT treatments (advice/support: CBT = 14.2%, STPP = 42.8%; emotional activation: CBT = 0%, STPP = 35.7%).
Empirical clustering of studies according to psychotherapeutic techniques A cluster analysis of the techniques resulted in five treatments clusters. The decision for a fivecluster solution was driven by the goal of providing valid treatment groups. A four-cluster solution was not considered because 59.5% of all of the treatments fit within a single cluster. A six-cluster solution was not chosen because two clusters were very similar. The five clusters were labelled as follows: (1) cognition-focused treatment (n = 19); (2) activation-focused treatment (n = 8); (3) empathy-focused treatment (n = 6); (4) unspecific-focused treatment (n = 6), and (5) psychodynamic-focused treatment (n = 3). Table 5 and Figure 1 show techniques Notes: n = number of used techniques, % = percentage of used techniques, p (χ 2 ) = chi-square test, CBT = cognitivebehavioural techniques, PDT = psychodynamic techniques, and general = general psychotherapeutic techniques. associated with each of the clusters, as well as the percentage of their use within each of the five clusters.
The label 'cognition-focused treatment' was chosen because nearly all treatments (94.7%) worked with dysfunctional cognitions. The activation-focused treatment included diverse behavioural activities, such as skills training (87.5%), homework assignments (87.5%), activation (75.0%), and relaxation (50.0%). The empathy-focused treatment clusters encompassed treatments that frequently utilised empathy (83.3%) and advice/support (83.3%). In the unspecific-focused treatment cluster, no pattern of any specific psychotherapeutic techniques was identified. Treatments from the psychodynamic-focused treatment cluster used typical psychodynamic techniques, such as emphasis on past experiences (100%), interpretation (100%), transference (100%), and working with unconscious conflicts (100%).
The results from the cluster analysis were validated through two additional analyses. First, a linear discriminant analysis was carried out. Four of the five clusters were confirmed. These confirmed clusters were: cognition-focused treatment, activation-focused treatment, empathy-focused treatment, and psychodynamic-focused treatment. Studies from the unconfirmed unspecific-focused treatment were classified as belonging to the cognition-focused cluster.
The second validation procedure used three random samples from 80% of the assigned studies. Using these three random samples, three hierarchical cluster analyses were carried out. Cohen's κ, as an agreement of the classification between the initial cluster and the new cluster, ranged from κ = .59 to κ = 1. The median κ = .77 was excellent. The κ values marginally differed between the clusters (cognition-focused treatment: range = .75-.87, Mdn = .87; activationfocused treatment: range = .67-1, Mdn = .71; empathy-focused treatment: range = .63-.79, Mdn = .76; unspecific-focused treatment: range = .59-.87, Mdn = .76; psychodynamic-focused treatment: range = .78-1, Mdn = .89). Notes: n = number of used techniques, % = percentage of used techniques, p (χ 2 ) = chi-square test, CBT = cognitivebehavioural techniques, PDT = psychodynamic techniques, and general = general psychotherapeutic techniques. Notes: n = number of used techniques, % = percentage of used techniques, total = total number of included techniques, CBT = cognitive-behavioural techniques, PDT = psychodynamic techniques, and general = general psychotherapeutic techniques.
Temporal change in techniques used within approaches
Comparing the use of psychotherapeutic techniques in older (prior to 1995) and newer (after 1996) studies of the same approach did not reveal substantial changes. No significant differences were found for STPP treatments (all ps > .185). For CBT treatments, the only difference was an increase in the use of treatment goal setting in the newer studies ( p = .032).
Discussion
Our findings showed that psychodynamic techniques were exclusively used in treatments labelled as STPP, while cognitive-behavioural techniques were more commonly used in both treatment approaches. This result corresponds with other findings that demonstrate that STPP therapists apply a significant number of cognitive-behavioural techniques, in addition to psychodynamic strategies (Ablon & Jones, 1998 ; cited by Larsson, 2010) . The hypothesis that the presence of psychotherapeutic techniques changes over time within the two approaches was not confirmed by our study. This result contrasts with previous findings that indicated that there was an increasing integration of strategies and techniques with different treatment approaches (Beitman et al., 1989; Goldfried, 2009) or within one treatment approach (Streeck, 2000) . The empirical clustering of treatment approaches according to psychotherapeutic techniques resulted in five clusters, which showed distinct patterns in the psychotherapeutic techniques used. CBT treatments were divided into two clusters, labelled as cognition-focused treatment and activation-focused treatment. This finding partially corresponds with the findings of Cuijpers, Van Straten, Andersson, and Van Oppen (2008) , who divided CBT treatments into two types of intervention strategies. The first was labelled as a CBT approach, with an emphasis on cognitive restructuring (cognition-focused treatment in our study). The second approach used activation and cognitive restructuring, which corresponds to our activation-focused treatment. The STPP treatments were split into three clusters: empathy-focused treatment, unspecific-focused treatment, and psychodynamic-focused treatment. This result partially supports the findings of Trijsburg et al. (2004) . In their study, psychodynamic treatments were divided into psychoanalytic interventions (i.e. transference, working through resistance), which corresponds to our psychodynamicfocused treatment, and into a psychodynamic intervention (i.e. to explore feelings and experiences at a more conscious level, and to address relationships outside the therapy), which corresponds to our empathy-focused treatment or the unspecific-focused treatment. The cluster of empathyfocused treatments in our study included techniques from STPP and CBT and, thus, can be regarded as a group of integrative approaches.
Limitations
The accuracy of our investigation is restricted by the accuracy of the treatment descriptions in the publications. Thus, if the terms used in the descriptions were ambiguous, the coding techniques were difficult to use. For example, we found it challenging to code whether or not a term indicated 'working with unpleasant emotions' or 'emotional activation'. Nevertheless, most codes were rated with good to excellent reliability.
Similarly, it is problematic to assume that a specific term always refers to a specific technique. It is possible that different authors used the same term to refer to what are actually different techniques. This limitation has already been discussed elsewhere and reflects the fact that a standardised vocabulary of psychotherapeutic techniques and other intervention components is lacking (Abraham & Michie, 2008) . Consequently, future efforts should be made to develop a common language or set of terminology (Abraham & Michie, 2008; Beitman et al., 1989; Ryle, 1978) .
Our study is based on an unbalanced selection of CBT and STPP trials (2:1). This might have affected the findings of the cluster analysis, since the techniques from CBT are coded more often. Unfortunately, trials with STPP are done in a limited number of eligible studies. In order to extend the database we included more CBT trials.
Many studies had short treatment descriptions, which we primarily classified as unspecificfocused treatment (n = 6). Thus, these treatment descriptions did not contribute substantial information to our findings. In similar future investigations, studies with short treatment descriptions should either be excluded or the treatment manuals should be consulted in order to gain better information about the treatments.
Some shortcomings of the rating manual need to be considered. First, the manual could be extended to include techniques used in the treatment of other psychological disorders (e.g. exposure in anxiety disorders). Problems with the classification of treatments are especially present if the general principle of change (i.e. exposure) overlaps with all of the specific treatments for posttraumatic stress disorder (Gerger et al., 2014) . Additionally, some techniques could be removed because they are rarely mentioned in treatment descriptions (e.g. inclusion of significant others and self-disclosure). Finally, some definitions should be reworked in order to improve clarity (e.g. empathy).
Conclusions
Our findings have important implications for meta-analyses of psychotherapy outcome studies. In meta-analyses, it is common practice to pragmatically categorise treatments according to the labels used in the primary studies. Our study suggests that this approach might be misleading since treatments with the same label might differ substantially in the techniques applied and, thus, differences between subgroups might be obscured. Therefore, it seems necessary to increase efforts to classify treatments with respect to the techniques used, similar to how it was done in a recent meta-analysis on the efficacy of psychotherapy for PTSD (Watts et al., 2013) . A good description of the new types of interventions is especially important in cases of new treatment approaches, since in newly developed treatment effects are often initially overestimated (allegiance bias) (Munder, Brütsch, Leonhart, Gerger, & Barth, 2013; Munder, Flückiger, Gerger, Wampold, & Barth, 2012; Munder, Gerger, Trelle, & Barth, 2011) , and explanations within the treatment descriptions are rare.
This investigation also found that CBT and STPP treatments in RCTs could be clearly differentiated by their use of techniques, as described in the papers. Thus, our results do not indicate a substantial overlap in techniques between these two major approaches. The assumption that treatments equalise over time in terms of the psychotherapeutic techniques used was not proven. However, a substantial number of STPP treatments from the empathy-focused treatments integrated CBT techniques, such as patient education and reinforcement. An adoption of STPP techniques in CBT was not found.
These findings support the notion that CBT is a unique therapeutic position, and even STPP therapists integrate CBT techniques. From the opposite perspective, the non-adoption of techniques from STPP, such as the focus on therapeutic relationships, could indicate potential for CBT to become more effective. Such a conclusion is based on evidence from process research that demonstrates a high impact of the therapeutic relationship on the treatment outcome (Flückiger, Del Re, Wampold, Symonds, & Horvath, 2012) .
Extracting data regarding therapeutic techniques was feasible in this study. However, the description of the therapeutic approaches can be improved in order to make results of randomised studies more clinically meaningful. The importance of a common vocabulary is necessary (Abraham & Michie, 2008; Beitman et al., 1989; Ryle, 1978) . Common terminology would allow for a better distinction between the different psychotherapeutic techniques that are used in interventions. Likewise, the extracting procedure for systematic reviews would be facilitated through this common terminology.
In the description of the studies, the applied intervention's techniques might be reported, in addition to the standardised labels. A common vocabulary should be based on the shared knowledge and understanding of therapists and researchers from different backgrounds in order to achieve a consensus in definitions and close the gap between research and practice (Goldfried, 2010) . We hope that our study contributes to developing such definitions. 
